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This is a descriptive study of the attitudes of 
teenagers toward issues concerning teen sexual behavior. 
Subjects for this study were 51 Black males and females 
from a community boys club and a high school located in 
Atlanta, Georgia. Each subject completed a self-administered 
questionnaire. 
Findings showed that 96% of the respondents agreed that 
sex education courses should be taught in school. 
Respondents were more willing to go to a community-based 
clinic than to a school-based clinic for both birth control 
information (74.5% vs. 41%) and contraceptives (61% vs. 
51%). Significantly more respondents found CBCs more 
accessible than SBCs (61% vs. 35%) and by an even greater 
margin they felt CBCs were more available than SBCs (84% vs. 
10%). Further, sixty-five percent of the respondents never 
discussed sex or birth control methods with their mothers 
and 78% had never discussed sex or birth control with their 
fathers. 
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Teenage pregnancy has reached an epidemic level, with 
the prediction by the National Center for Health Statistics 
(1980) that one million teenagers between fifteen and 
nineteen years of age will become pregnant yearly. From 
1900 to the early 1960s, sexual behavior in the unmarried 
teenage population changed. A review of the earlier 
literature indicates that a significant increase (tenfold) 
in the incidence of sexual intercourse among single, teenage 
girls occurred in the early part of this century. 
Measurable changes in the attitude of adolescents toward 
sexuality became strikingly apparent in the 1960s. The 
double standard practiced by males began to disappear; 
currently, the percentage of sexually active males and 
females is similar. Teenagers are becoming more sexually 
active, and at an earlier age. These changes in sexual 
behavior among adolescents involve all segments of society 
in the United States. 
The pregnant adolescent, who has not yet completed her 
own development, frequently is subjected to several 
unfavorable psychosocial hazards. She is usually 
economically dependent, is forced to interrupt her 
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schooling, and is frequently deserted by the father of her 
baby. Considering the anger and distress engendered in the 
family by pregnancy in a young, unmarried daughter, it is 
apparent that these girls bear an awesome social burden. 
The postponement of childbearing would improve almost all 
the adverse factors for both the adolescent mother and her 
infant (Pediatrics, 1979). 
Although fertility rates decreased from 97.3 per 
100.000 teenage girls in 1957 to 58.7 per 100,000 in 1974 
(National Center for Health Statistics, 1976), the fertility 
rate among teenage girls has currently doubled (more than 20 
million). The New York State Health Department (1977) 
reported that out of 123,000 teenagers more than 3,100 
became pregnant. Tulsa County in Oklahoma reported over 
1.000 births to girls 19 and younger. Zelnick and Kantner 
indicated in 1977 that 16.2% of unmarried girls between the 
ages of 15 and 19 would become pregnant. 
A dramatic increase in teenage pregnancy in the United 
States which is most marked and persistent in those under 18 
years of age. A disproportionate number of these 
pregnancies occur among black teenagers. Intercourse among 
teenagers is likewise on the increase; but, whereas the 
greatest increases in general have occurred among whites, 
the actual percentage of sexually active teenagers is 
greatest among blacks. Teenagers are poor users of 
contraception and repeat pregnancy is a persistent trend. 
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Teenage pregnancy is marked by a high maternal mortality 
rate in the younger age groups (less than 15 years) and a 
high incidence of toxemia of pregnancy (10-29 percent in 
most reports). Infants of teenage mothers have a high 
incidence of prematurity as well as increased perinatal 
mortality. Teenagers in general seem to make poor parents 
and are more likely to be involved in child abuse than are 
older parents. As a result of the above noted factors, as 
well as others, the IQs of infants born to teenagers tend to 
be lower than those of infants born to more mature mothers. 
It is concluded that teenage pregnancy has special 
significance for the black community requiring immediate and 
dramatic action. 
For the black teenager, pregnancy produces numerous 
negative consequences. The teenager who experiences a 
pregnancy shares similar life goals with her nonpregnant 
peers; however, she is much less likely to achieve her goals 
as a consequence of her ill-timed pregnancy. Indeed, one of 
the more striking characteristics of pregnancy in the teen 
years is the significant gap which ultimately exists between 
articulated as opposed to realized goals. Having 
experienced a pregnancy, a teenager is less likely to finish 
high school, less likely to ultimately become 
socioeconomically independent, less likely to marry. 
(Hutchins, 1978) . 
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There has been much written on the prevention of 
teenage pregnancy. According to Baizerman (1977), "preven¬ 
tion means to keep something or some event from occurring." 
Experts in public health and medical issues distinguish 
among primary, secondary, and tertiary prevention. Primary 
prevention means keeping something or some event from 
occurring the first time. Secondary prevention means 
halting or changing a particular thing or event. Tertiary 
prevention means rehabilitating the victim of a particular 
thing or event. This study closely relates to secondary 
prevention in that the focus is on the elimination of 
factors which are related to teenage pregnancy. 
Many health-care providers have recognized that 
adolescents in low-income communities need to receive the 
specialized care that is not often available through 
traditional pediatricians and internists. These health-care 
professionals have also acknowledged the importance of 
incorporating education and counseling into adolescent 
health care (Lovick & Wesson, 1986). 
Therefore, as a result many community programs have 
attempted to address this issue. For example, Block and 
Block (1980) reviewed the curricular objectives of two 
community outreach programs concerning the prevention of 
teenage pregnancy, both in Tulsa, Oklahoma, with one aimed 
at teenage parents in high school and the other at junior- 
high girls. 
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When Harris, Baird, Clyburn, and Mara (1983) became 
aware of the increase of teenage pregnancy, they found that 
prevention of teenage pregnancy was one of the most 
sensitive issues for health educators to address because 
preventive approaches were strongly conditioned by sexual 
mores and other values. To ensure that new efforts would be 
compatible with community values, they undertook during 1978 
and 1979 three projects to assess the community's needs and 
opinions. 
Schweinhart, Berrueta-Clement, Barnett, Epstein, and 
Weikart (1985) conducted a summary of the effects of the 
Perry Preschool Program on Youths through age 19. The study 
revealed some lasting beneficial effects of preschool 
education in preventing teenage pregnancy. 
One of the most recent approaches to prevention of 
teenage pregnancy is school-based clinics (SBC). SBCs are 
health-care centers that provide numerous health and social 
services to teenagers during the school day and are located 
in middle, junior, and senior high schools. Although they 
vary in size and organizational structure, they all have a 
common goal, which is to make sure that students are 
prepared physically and emotionally to take full advantage 
of their daily educational opportunities. Family planning 
counseling is provided in all SBCs. Contraceptives are 
prescribed and approximately 20% of the students are 
referred to family planning agencies. 
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Since 1984, SBCs have had a rapid increase from 23 to 
76 in 22 states. As of 1986, approximately 100 more SBCs 
were undergoing implementation stages (Lovick & Wesson, 
1986). Analysis has revealed that the majority of school- 
based clinics (33%) are sponsored by hospitals and medical 
groups. Other sponsoring agencies include departments of 
public health (23%), non-profit organizations (20%), 
community health clinic (17%), school systems (4%) and 
family planning agencies (3%) (Center for Population 
Options, 1986). 
Statement of the Problem 
Teenage pregnancy is one of the most crucial problems 
facing the family system. Teenagers need the support from 
educational institutions and the community at large in 
facing issues related to their sexual behavior. These 
issues involve sex education, birth control, sexual 
activity, school-based clinics, community-based clinics and 
discussions about sex with their parents. The attitudes of 
teenagers toward these issues will be examined and discussed 
within the context of their relationship with teen 
pregnancy. 
Significance of the Study 
Other investigators have revealed six patterns of 
teenage pregnancy: (1) the youth cohort is the largest in 
the country's history; (2) the number of adolescent 
pregnancies has risen; (3) the rate of very young girls who 
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become pregnant is still rising; (4) many more adolescents 
choose to keep their babies; (5) the illegitimacy rate is 
going up (due in part to the increase in pregnancies among 
very young girls who cannot and choose not to be married); 
(6) abortions for young teenagers exceed the number of live 
births. These patterns contribute to subsequent conditions 
such as economic barriers, infant and child maltreatment, 
infant retardation and prematurity, high school dropouts, 
later educational opportunities, later occupational career 
choices, and limited marriage opportunities (Moore 1985). 
Physically, teenagers are not prepared to have a 
healthy child. Many infants that have teenage parents are 
born retarded and premature, which indicates an unhealthy 
child and more complicated economical barriers. The life 
cycle for a pregnant teenager literally stops and maturity 
also stops. It is difficult at this stage to understand the 
responsibility of raising and caring for an infant or child 
until they reach adulthood, when actually the parent is 
nothing more than a child. The teenager will be faced with 
an enormous amount of stress, frustration and anxiety. If 
this continues over a long extended period we can very well 
be talking about mental illness for both the teenage parent 
and the growing infant. Further, imagine this cycle of 
children having children syndrome occurring and recurring 
over a long historical span which ultimately could result in 
an unhealthy society. 
8 
Finally, looking at the quality of life of the teenage 
parent, it is feasible to assume that some will escape the 
aforementioned barriers and live a somewhat prosperous life. 
Teen parents, with few exceptions, are dependent on their 
families. They are unprepared to assume responsibility for 
themselves or their children. The choice to become a parent 
presents a multiplicity of problems and renders the teenage 
parents vulnerable to increasing deficiencies in their own 
family system, thus reducing the quality of this system. 
Purpose of the Study 
The purpose of this study is to examine the attitudes 
of teenagers toward issues concerning teen sexual behaviors 
such as, sex education, birth control, sexual activity, 
school based clinics, community based clinics and discussion 




The literature review will consist of studies related 
to school-based clinics, community-based clinics and 
attitudes toward sex education. 
Block and Block (1980) reviewed the curricular 
objectives of two community outreach programs concerning the 
prevention of teenage pregnancy, both in Tulsa, Oklahoma, 
with one aimed at teenage parents in high school and the 
other at junior-high girls. They analyzed the data from a 
pilot study on the results of the first 18 months of these 
two outreach programs. Subjects in the first program 
consisted of 143 students, aged 15 through 19, who were in 
special classes in a public senior high school. 
To evaluate this curriculum, a pre-test and post-test 
were used to measure knowledge in the major areas of the 
curriculum, in which 38 girls participated. Scores on the 
pre-test ranged from 52%-84%, with an average of 67%. The 




In the second project, called Teen Awareness, 247 
students between the ages of 13-16 participated over a one- 
year period. Pre- and post-tests were administered with 
more sophisticated testing on knowledge in the major areas, 
which consisted of 153 girls. Scores on the pre-test ranged 
from 40%-100%, with an average of 76%. Scores on the post¬ 
test ranged from 50%-100%, with an average of 92%. 
When Harris, Baird, Clyburn, and Mara (1983) became 
aware of the increase of teenage pregnancy, they saw the 
need for intensive preventive methods of teenage pregnancy 
that acknowledged the physical, emotional, and social 
problems facing teenage mothers. They found that prevention 
of teenage pregnancy was one of the most sensitive issues 
for health educators to address because preventive 
approaches were strongly conditioned by sexual mores and 
other values. 
To ensure that new efforts would be compatible with 
community values, they undertook during 1978 and 1979 three 
projects to assess the community's needs and opinions. 
Results confirmed the health department's hypothesis 
concerning practical experience in addressing teenage 
sexuality: 9% reported being sexually active before age 15, 
54% before graduating from high school, with 12% 
intentionally becoming pregnant; 81% said that their parents 
rarely or never discussed sex with them; and performance on 
the sexual knowledge portion of the questionnaire was poor. 
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Although the preventive effects of these new approaches 
were uncertain, a small number of pre- and post¬ 
questionnaires (20%) were very positive about the program. 
The health department concluded that more complex 
intervention would be better in reaching various segments in 
target audiences more effectively. 
Schweinhart, Berrueta-Clement, Barnett, Epstein, and 
Weikart (1985) conducted a summary of the effects of the 
Perry Preschool Program on Youths through age 19. 
Participating in this project were 123 black youths of low 
socio-economical status who were at risk in failing school. 
The purpose of this study was to compare the long-term 
effects of subjects participation and non-participation in a 
program involving high quality early childhood education. 
The study revealed some lasting beneficial effects of 
preschool education in preventing teenage pregnancy. Results 
indicated that out of 49 female respondents, 64% in a 
preschool group were pregnant compared to 117 per 1,000 
females who were not in a preschool group. 
The most detailed description and evaluation of an SBC 
can be found in Edwards, Steinman, and Hakanson (1977) and 
Edwards, Steinman, Arnold and Hakanson (1980), which 
describe a six-year study designed to determine the impact 
of one SBC (later two more) in St. Paul, Minnesota. The 
study is based on the records of 403 students who, over the 
whole period, received family planning, educational, 
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medical, and counseling services in all three MIC school 
clinics. 
Edwards, et al., (1977) chronicles the first three 
years of the study. In this St. Paul school district, 40% 
of the students were from racial minorities, the fertility 
rate for girls between 15 and 17 was three to four times 
higher than that in the rest of the city, and the high 
school drop-out rate was twice as high. 
Results revealed that clinic use increased over time. 
In the 1975-1976 school year, two-thirds of the twelfth 
graders used the clinic (with an almost equal male-female 
split), and post-partum school drop-out rates decreased from 
45% to 10%, with no repeat pregnancies in girls who returned 
to school. 
Edwards, et al., (1980) describes the last three years 
of this six-year study to evaluate the St. Paul Maternal and 
Infant Care (MIC) Project. As a result of the first junior- 
senior high school clinic, funds were raised to open two 
additional high school clinics, to which the 10th and 11th 
grade students from the original school were transferred. 
Student use of clinic services has steadily increased 
since the opening of the two senior high school clinics 
after the original clinic. In the 1978-1979 school year, 
1,465 students (75% of the student body in both schools) 
utilized clinic services, as compared to 748 students (32% 
of the student body) in 1976-1977. 
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Student use of family planning services increased each 
year. In the 1978-1979 school year, 237 students received 
services, almost three times the number for 1976-1977. 
Female enrollment for family planning services showed a 
significant increase each year, 7.1% in 1976-1977 and 25% in 
1978-1979. 
Continuation and termination rates were measured at 12, 
23, 36, and 48 months for students in all three schools. 
Each patient was followed for 53 months (3744 woman-months 
of use). The 12-month continuation life table revealed 
9.28% women were similar to the overall MIC teen clinic 
patients (92.3). However, continuation rates at 23, 36, 
and 48 months for the project school students were higher 
compared to the MIC teen clinic patients, but statistically 
there was no significant difference. There was a total of 
six terminations for unplanned pregnancies, one due to IUD 
failure and the others due to temporary discontinuation of 
pills. 
In conclusion, few studies have used the Tietze Life 
Table Method for calculating teenage continuation rates. 
Factors that contributed to the high continuation rate of 
both the project school group and the total MIC teen 
population were the consistency of staff offering 
personalized services with guaranteed confidentiality; the 
accessibility of free services; and the provision of 
educational and social services prior to the medical 
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encounter, including the involvement (if desired by the 
patient) of the male partner and parents. 
Not all researchers think SBCs are necessary. Taylor, 
Berg, Kapp, and Edwards (1983) studied the same St. Paul MIC 
Project and compared it with a non-school hospital-based MIC 
adolescent clinic in the area to determine whether similar 
outcomes can be attained in a nonschool setting. The 
criteria used in this study were very similar to those used 
by Edwards, et al., (1980) when studying the St. Paul 
Maternal and Infant Care (MIC) Project. The school group 
consisted of 53 teens, aged 14-18, who received prenatal 
care at MIC high school clinics. The comparison group 
consisted of a random sample of 53 delivered teens, ages 14- 
18, who received care at a nonschool hospital-based MIC 
Adolescent Clinic. Information was obtained from a 
retrospective analysis of obstetric summary coding sheets 
that were completed during delivery. 
Findings revealed that the school group initiated care 
much earlier and had significantly more prenatal visits than 
the comparison group; however, the comparison group 
demonstrated a more dramatic improvement in both areas than 
in the initial study by Edwards et al., and the rates of 
obstetrical complications and infant outcomes showed more 
similar outcomes for both groups than in the initial study. 
Blum, Pfaffinger, and Brooks Donald (1982) conducted an 
experimental study on the use of an SBC at a different 
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Minnesota high school. The clinic served over 900 students 
from racially diverse families with low to low-middle 
incomes. 
Findings revealed that the clinic was greatly accepted 
during its first month: a total of 424 students (47% of the 
student body) came to the clinic, with the most common 
reason (45% of all visitors) being acute medical illness. 
During the first year, female students used the clinic about 
twice as frequently as males, of whom 34% had registered 
visits and 40% had non-registered visits. 
Controversial public issues have been a vital factor in 
the development of school-based clinics. For this reason, 
Feldman, W., Feldman, E., Milner, Caulfield, and Sack (1982) 
conducted an attitudinal survey regarding the Hamilton 
Wentworth School Health Program for teenagers. The subjects 
consisted of a random sample of tenth-grade students, 
parents of tenth-grade students, teachers, principals, 
nurses and primary care physicians. The subjects were 
surveyed by mailed questionnaires and telephone follow-ups. 
Results indicated that 60% of the parents felt that VD 
prevention should be taught to teenagers, but only 44% 
thought that they should be taught family planning. Only 
56% of the parents felt that a public health nurse should be 
involved in the detection of family problems, and 32% felt 
the nurse should make home visits. The study concluded that 
parents were probably more in favor of their teenagers being 
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taught about VD prevention than about family planning 
because the knowledge of contraceptives could encourage 
promiscuity. 
Perhaps the main objection to SBCs has been the 
dispensing of contraceptives in a high-school setting 
(Kenney 1986). Many parents and other adults feel that SBCs 
will undermine parental authority at a time when it is 
already quite fragile (Blum, Pfaffinger, & Brooks Donald, 
1982). Another problem with a clinic's giving out 
contraceptives is that some students are too embarrassed to 
visit a place where any package they are seen carrying out 
will be automatically pointed at with a snicker (Fraser 
1987). With this objection in mind, Education Secretary 
William Bennett has referred to SBCs as a "dumb policy" for 
promoting sex (Levine, 1987). 
Leo, DeLaney, and Whitaker (1986) conducted a poll 
commissioned by Time of 1,015 Americans concerning their 
attitudes towards sex education. Results revealed that 86% 
of the respondents agreed that sex education courses should 
be taught in schools and only 24% thought sex education 
courses would encourage sexual intercourse at an earlier 
age; however, 49% thought sex-ed courses would encourage 
students to experiment with sex. Further findings revealed 
that although 84% of the respondents felt that SBCs should 
make birth control information available, only 36% felt that 
contraceptives should be provided for teenagers. 
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A female reader of Ebony (Quinn, 1986) stated her 
opinion concerning SBC's: 
The article "Birth Control at School—Pass or 
Fail?" (October 1986), gives us an idea of how 
serious the epidemic of teen pregnancy is. 
Establishing clinics in schools is a positive step 
in helping reduce teen pregnancy. Not only will 
the clinics provide medical help for students who 
can't afford this type of service, but they will 
also provide counseling for students who feel 
uncomfortable talking about sex to their parents. 
Initial plans to open a clinic at San Francisco's 
Balboa High School in 1986 met with some resistance because 
people were afraid it would be a family planning facility 
that would dispense contraceptives. The clinic advisory 
board therefore side-stepped a battle with fundamentalists 
by deciding not to provide this service. 
Theoretical Orientation 
Systems theory will be explored in an effort to 
understand the relationship of the independent variables: 
sex education, birth control, sexual activity, school-based 
clinics, community based clinics and discussion about sex 
with their parents to the dependent variable, sexual 
behavior. 
Systems theory is defined as an approach to accessing 
behavior which views the person within an environmental 
context (Berger, 1985). For the purpose of this study the 
teenagers' environment will consist of those systems that 
directly impact on his or her sexual behavior. Systems 
theory furth allows an examination of the units of 
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interaction and the interdependence of specific variables. 
Of particular significance in the teenager-environment 
context are the family system, the educational system, the 
peer system and the community system. Teenagers represent a 
social system that not only interact with other social 
systems but is directly impacted by those systems. 
Teenagers strive to maintain equilibrium and are dependent 
on other systems to maintain such a state. The quality of 
the relationship between the teenagers and other social 




One self-administered questionnaire was used to collect 
data for the study (see Appendix A). The questionnaire 
contained 31 questions pertaining to teenage attitudes 
toward the SBC clinics. The questionnaire was designed by 
the researcher to obtain pertinent individual and family 
information (Fink & Kosecoff, 1979). To minimize time and 
inconvenience, each question required a yes or no answer. 
Each questionnaire was precoded with a number on the back 
page in order to identify the exact number given and 
received at the end of the study. 
Sampling 
The subject population of this study was 19 female 
adolescents and 32 male adolescents who were participating 
in a community boys' club or attending a public high school 
in Atlanta, Georgia. The racial composition of both groups 
was predominantly Black. Ages ranged from 13 to 19. All 
subjects were between grade levels 7 to 12. 
Data Collection Procedure/Instrumentation 
A field test was administered to 10 subjects to monitor 
the time limit and evaluate the questionnaire. Prior to 
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administering the questionnaire, the researcher identified 
herself, gave her university and departmental affiliation, 
and explained that the researcher was fulfilling a 
requirement for the Master's Degree. The researcher assured 
all participants that their responses would be confidential. 
Participants were asked to respond to all items and to 
address any questions to the researcher. Students were told 
not to sign their names to the questionnaire. Although the 
questionnaire usually took 10 to 15 minutes to complete, no 
time limit was set. Each subject was asked not to discuss 
the questionnaire until everyone had finished. 
Data Analysis 
Raw numbers and percentages (Lewin, 1983) were compiled 
to determine whether significant differences existed 
regarding the attitudes of teenagers toward issues 
concerning teen sexual behaviors. The questions from the 
questionnaire were broken down in categories according to 
the significance of the question. 
CHAPTER IV 
PRESENTATION OF RESULTS 
Discussion of Findings 
In Table 1 findings showed that 96% of the respondents 
agreed that sex education courses should be taught in 
school. In Leo, Delaney, and Whitaker (1986) 86% of the 
1,015 respondents agreed that sex education courses should 
be taught in school and 24% felt that sex education courses 
would encourage sexual intercourse at an earlier age. 
In Table 2, findings relative to sexual activity and 
methods of birth control revealed that 72.5% or 37 of the 
respondents considered being sexually active and 66.5% or 34 
were presently sexually active. Eighty-eight (88%) 
understood the purpose of birth control and 47% had used a 
birth control method. The literature review relative to the 
above findings supports a high percentage of sexually active 
adolescents and a low percentage of birth control use. 
In Table 3 respondents were more willing to go to a 
community-based clinic than to a school-based clinic for 
both birth control information (74.5% vs 41%) and 
contraceptives (61% vs. 51%). Significantly more 




Percentage Scores of Adolescent 
Courses 
Attitudes Toward Sex Education 
Responses 
Questions YES NO N/R 
1. Do you think sex 
education should be 
taught in high school? 49 (96%) 1 (2%) 1 (2%) 
2. Have you ever taken 
a sex education course 
in high school? 18 (35%) 33 (65%) 
3. Did you gain any 
useful knowledge 
from the course? 11 (21.5%) 35 (68.5%) 5 (10%) 
4. If yes, please list 
three things you learned. * 
5. Would you enroll in 
a (or an additional) 
sex education course? 38 (74.5%) 10 (19.5%) 3 (6%) 
NOTE: Question number 4 will be analyzed in Table 5 
Percentage Scores of Adolescent Attitudes Toward Sexual Activity, and Methods of 
Birth Control 
Responses 
Questions YES NO N/R 
6 . Do you understand the purpose 
of birth control? 45 ( 88% ) 5 (10%) 1 (2%) 
7 . Have you ever considered 
being sexually active? 37 (72.5%) 11 (21.5%) 3 (6%) 
8. Are you presently sexually 
active? 34 (66.5%) 12 (23.5%) 5 (10%) 
9. Have you ever used a birth 
control method? 24 (47%) 25 ( 49%) 2 (4%) 
10 . Are you currently using any 
type of birth control? 23 (45%) 27 (53%) 1 ( 2%) 
24 
Table 3 
Percentage Scores of Adolescent Attitudes Toward Accessibility, Availability ane 




YES NO N/R 
11. Have you ever been to a community 
clinic for written information about 
the use of contraceptives? 16 (31.5%) 34 (66.5%) 1 (2%) 
12 . Have you ever been to a community 
clinic for contraceptives? 14 (27.5%) 35 (68.5%) 2 (4%) 
13 . Would you go to a school-based clinic 
to receive information about 
contraceptives? 21 (41%) 28 (55%) 2 (4%) 
14 . Would you go to a school-based clinic 
to receive contraceptives? 26 (51%) 24 (47%) 1 (2%) 
15 . Would you go to a community clinic 
to receive information about 
contraceptives? 38 (74.5%) 10 (19.5%) 3 (6%) 
16 . Would you go to a community clinic 
to receive contraceptives? 31 ( 61% ) 18 (35%) 2 (4%) 
17. Would you be embarrassed to receive 
contraceptives from a school-based clinic? 24 (47%) 26 (51%) 1 (2%) 
18 . Would you be embarassed to receive 
contraceptives from a community clinic? 11 (21.5%) 39 (76.5%) 1 (2%) 
19 . Do you have transportation to a 
community clinic? 38 (74.5%) 11 (21.5%) 2 (4%) 
20 . Which of the following is more 
accessible for you? . 18 (35%) 31 (61%) 2 (4%) 
21. Which of the following is more 
available for you? 5 (10%) 43 (84%) 3 (6%) 
31. Do you think that having 
contraceptives available 
in schools would increase 
sexual activity among teenagers? 19 (37%) 29 (57%) 3 (6%) 
25 
35%), and by an even greater margin they felt CBCs were more 
available than SBCs (84% vs. 10%). The Taylor, Berg, Kapp, 
and Edwards (1983) study revealed that similar outcomes 
could be attained in a non-school setting. The majority of 
respondents (77%) said they would not be embarrassed to 
receive contraceptives from a CBC, while 47% said they would 
be embarrassed to receive contraceptives from an SBC. This 
finding supports Fraser (1987), who points out that students 
were embarrassed to be seen entering a school clinic. 
In Table 4, sixty-five percent of the respondents never 
discussed sex or birth control methods with their mothers 
and 78% had never discussed sex or birth control with their 
fathers. In Harris, Baird, Clyburn, and Mara (1983), 81% of 
the teenagers said that their parents rarely or never 
discussed sex with them. Also, respondents felt that more 
of their parents would approve of their going for 
contraceptives to a community-based clinic (mothers, 59%; 
fathers, 43%) than to a school-based clinic (mothers, 35%; 
fathers, 21%) . 
In Table 5, a significant number of the respondents 
(57%) said that they do not think having contraceptives 
available in schools would increase sexual activity among 
teenagers. 
Out of the 18 (35%) students who said that they had 
taken a sex education course, only 10 respondents listed 
what they had learned from their sex education courses. 
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Table 4 
Percentage Scores of Adolescent Attitudes Toward Parent Relationships About Sex 
and Birth Control 
Questions 
Responses 
YES NO N/R 
22. Do you discuss sex or birth control 
methods with your mother? 17 (33%) 33 (65%) 1 ( 2%) 
23 . Do you discuss sex or birth control 
methods with your father? 9 (17.5%) 40 (78.5%) 2 (4%) 
24 . Are you embarrassed to discuss sex 
or birth control methods with your mother? 18 (35%) 30 (59%) 3 (6%) 
25. Are you embarrassed to discuss 
sex or birth control methods with 
your father? 23 (45%) 26 (51%) 2 ( 4%) 
26 . Do you think your mother would 
approve of you going to a school clinic 
for contraceptives? 18 (35%) 29 (57%) 4 (8%) 
27 . Do you think your father would 
approve of you going to a school 
clinic for contraceptives? 19 (37%) 29 (57%) 3 (6%) 
28. Do you think your mother would approve 
of you going to a community clinic 
for contraceptives? 30 (59%) 18 (35%) 3 ( 6% ) 
29. Do you think your father would 
approve of you going to a community 
clinic for contraceptives? 22 (43%) 26 (51%) 3 (6%) 
30 . Would you approve of your children 
going to a school clinic or community 
clinic for contraceptives? 37 (72.5%) 11 (21.5%) 3 ( 6% ) 
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Table 5 
What Respondents Said They Learned from Sex Education Courses (See Table 1, 
Question 4) 
Responses • n Percentages 
1. Birth Control/Pregnancy/Prenatal Knowledge 5 25 
2 . Disease 2 10 
3. Walk Away 2 10 
4 . Protection 4 20 
5 . Not To Be Pressured/Rushing Into Sex 2 10 
6. Pregnancy 1 5 
7 . AIDS 1 5 
8 . About Having A Baby 1 5 
9. Safe Sex 1 5 
10 . Blood Pressure 1 5 
Totals 20 100 
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Table 5 which refers to question 4 from Table 1 gives a 
breakdown of these responses. These students were also 
asked to list three things that they learned from their sex 
education courses, thus yielding a potential total of 30 
items. Ten items were listed with ten students listing 
twenty responses of things that they learned. The 
literature review revealed that sex education courses in 
high school are usually inadequate, for they are offered for 
a short period of time and are incorporated into other 
health courses. 
CHAPTER V 
IMPLICATIONS OF THE STUDY FOR SOCIAL WORK PRACTICE 
Social workers who work with adolescents need to 
understand the issues related to their sexual behavior. At 
this stage of development, adolescents are seeking 
meaningful relationships, acceptance from peers and parents, 
information about their sexuality and very specific 
knowledge that is presented through sex education programs. 
The ideal location for such programs should be their local 
schools, where they would have easy access to services 
within an educational environment where such knowledge can 
be attained. 
Social workers could facilitate greater understanding 
among other school personnel, parents and the adolescents. 
Prevention is a natural focus for the profession, and thus 
such an approach would naturally address the issues that 
have been identified in this study. The attitudes therefore 
of the population studied are essential to reducing and 
ultimately eliminating premature and unwanted pregnancies. 
Limitations of the Study 
Because this study used a small sample, the findings 
cannot be generalized to other adolescent populations. None 
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of the respondents had experiences with school-based 
clinics, therefore their responses were not based on actual 
experiences. The survey instrument did not allow for an 
undecided category which could have affected the results. 
The sample population was not composed of different racial 
groups. 
Suggested Research Directions 
In terms of future research, the following 
recommendations are presented: (1) Need assessments should 
be conducted relative to SBCs and CBCs in the state of 
Georgia; (2) Longitudinal studies should be conducted where 
there are clinics available to evaluate effectiveness; and 
(3) Sex education courses should be evaluated for their 
effectiveness in reducing teen pregnancy in relation to 
geographical locations of these programs. This type of 
study will allow for more in-depth results of the effects of 
school-based clinics in this area. The researcher might 
want to include a pre-attitudinal survey of the teenagers 
and at the end of the project administer a post-attitudinal 
survey to determine any changes in their attitudes. 
Further, it is suggested that the researcher have an 
educational component that addresses issues such as sexual 
embarrassment among school peers, lack of close parental 
relationships, and knowledge about the purpose of school- 
based clinics. 
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Summary and Conclusions 
This study examined the following issues relative to 
teen sexual behavior: sex education, birth control, sexual 
activity, school-based clinics, community-based clinics and 
discussions about sex with parents. The findings revealed 
that the majority of the respondents thought that sex 
education should be taught in high school. The purpose of 
birth control was understood by the majority of the 
respondents and they were also sexually active. None of the 
respondents had experiences with SBCs and very few had 
experienced CBCs. Most of the respondents acknowledge that 
they had not discussed sex education with either of their 
parents. 
Sexual behavior among teenagers is a natural 
phenomenon; therefore, appropriate sex education should be 
provided in SBCs and CBCs. Positive attitudes of teenagers 
toward sexual behavior can only be obtained through informed 
structured educational programs. These programs should be 
developed and provided at the appropriate age and grade 
level. Prevention is paramount in the development and 
execution of programs addressing teen pregnancy. 
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Thank you for participating in a research project to fulfill 
a requirement for graduate study. To insure 
confidentiality, do not put your name on this questionnaire 
(you may skip any question you do not wish to answer). If 
you have any questions about the questionnaire or the study, 
I will be happy to answer them when you are finished. 
Please read the following questions carefully and answer 
each item by using a check mark. 
1. Do you think sex education should be taught in high 
school? 
a. Yes   
b. No 
2. Have you ever taken a sex education course in high 
school? 
a. Yes   
b. No 
3. Did you gain any useful knowledge from the course? 
a. Yes   
b. No 




5. Would you enroll in an additional sex education course? 
a. Yes   
b. No 
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6. Do you understand the purpose of birth control methods? 
a. Yes   
b. No 
7. Have you ever considered being sexually active? 
a. Yes 
b. No 
8. Are you presently sexually active? 
a. Yes 
b. No 
9. Have you ever used a birth control method? 
a. Yes 
b. No 
10. Are you currently using any type of birth control? 
a. Yes 
b. No 
11. Have you ever been to a community clinic for written 
information about the use of contraceptives? 
a. Yes 
b. No 
12. Have you ever been to a community clinic for contra¬ 
ceptives? 
a. Yes   
b. No 
13. Would you go to a school-based clinic to receive 
information about contraceptives? 
a. Yes 
b. No 
14. Would you go to a school-based clinic to receive 
contraceptives? 
a. Yes   
b. No 
15. Would you go to a community clinic to receive infor¬ 








clinic to receive 
Yes 
No 
17. Would you be embarassed to receive contraceptives from 
a school-based clinic? 
a. Yes   
b. No 
18. Would you be embarassed to receive contraceptives from 
a community clinic? 
a. Yes   
b. No 
19. Do you have transportation to a community clinic? 
a. Yes 
b. No 
20. Which of the following is more accessible to you? 
a. School-based clinic 
b. Community clinic   
21. Which of the following is more available for you? 
a. School-based clinic 
b. Community clinic   




control methods with your 
Yes 
No 




control methods with your 
Yes   
No 
24. Are you embarassed to discuss sex or birth control 
methods with your mother? 
a. Yes 
b. No 
Are you embarassed to discuss sex or 
methods with your father? 
a. Yes   
b. No 
25. birth control 
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26. Do you think your mother would approve of you going to 
a school-based clinic for contraceptives? 
a. Yes   
b. No 
27. Do you think your father would approve of you going to 
a school-based clinic for contraceptives? 
a. Yes   
b. No 
28. Do you think your mother would approve of you going to 
a community clinic for contraceptives? 
a. Yes 
b. No 
29. Do you think your father would approve of you going to 
a community clinic for contraceptives? 
a. Yes 
b. No 
30. Would you approve of your children going to a school- 
based clinic or community clinic for contraceptives? 
a. Yes   
b. No 
Do you think that having contraceptives available in 
schools would increase sexual activity among teenagers? 
a. Yes   
b. No 
31. 
